The irreducible plurality of perspectives on the same reality expresses the impossibility of a divine point of viewfrom which the whole of reality is visible."
Is Physician-Assisted Euthanasia Really All That Bad?
In the United States, the State of Oregon's Death with Dignity Act allows a terminally ill patient to request in writing a prescription for medication to end life. This law specifically prohibits physicians from performing euthanasia, but allows them to assist patients by prescribing medications patients can use to advance their own deaths. That law is now being challenged by the current Attorney General of the United States John Ashcroft, and the State of Oregon is seeking a permanent injunction against the November 2001 Ashcroft ruling that action be taken against physicians who prescribe lethal doses of medication to dying people who request this to advance their deaths (5) .
Dr. Marcia Angell, former Editor-in-Chief of the New England Journal of Medicine, has prepared a statement for the court in the case, State of Oregon vs. Ashcroft, a statement in which she tells the story of how her father died a violent and lonely death. Her father, facing increasing decline and loss of independence from advanced prostate cancer, shot himself to death the day before he was to be taken to hospital to be checked for possible fractures after he fell at home. Dr. Angell, emphasizing how important it was for her father to take care of his family, not the other way around, believes he killed himself that day because he wouldn't have another chance after he was taken to hospital. Dr. Angell believes her father would have died a quite different and peaceful death, surrounded by his family, and also that he would have chosen to live longer had he known that physician-assisted euthanasia would have been available to him. It was not, and this brings Dr. Angell to the following reflection regarding the choice between a slow and agonizing death and a quick, merciful one. "It seems to me that Oregon has chosen a path that gives dying patients
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Euthanasia: a Continuing Need to Think Again T here has been a great deal of intense talk about euthanasia over the last 10 years or so. Various associations and working groups have put forth positions on the matter; some countries and jurisdictions within some countries have passed euthanasia or physician-assisted suicide legislation; and philosophers, theologians, ethicists, lawyers, physicians, and nurses have analyzed, defended, and criticized the many reasons and arguments brought forward to justify or reject the legalization of euthanasia or its ethical acceptability.
I have asked whether this debate on euthanasia has to be unending (2) , and two commentators in a recent study (3) of the origins of the desire for euthanasia have stated: "Controversy persists over the acceptability of physician-assisted suicide for dying patients. The philosophical debate, however, has reached a standoff. Respect for autonomy of dying patients wanting relief of suffering is pitted against sanctity-of-life and slippery-slope arguments about the inevitable abuse of legalized physician (-assisted) suicide. These opposing points of view seem irreconcilable... " (4) I am returning once again in this Journal to the question of euthanasia and palliative care because I think those who continue to represent irreconcilably opposed views on the matter also continue to need to listen attentively to one another's diverse experiences, to reflect on new information, and to recognize that the complex diversity of human suffering, in particular, the suffering of the dying, can never be adequately encompassed by anyone Viewpoint or set of arguments about euthanasia. The whole reality of human suffering underlying euthanasia discourse and activity, to take up the opening quotation, is never visible to anyone at any given moment. Over time, new and diverse bits and pieces of that reality come into view and we are invited, if not forced, to rethink our old and frozen thoughts all over again.
the opportunity to exercise the greatest possible self-determination with full support of their families and communities. I cannot imagine why anyone would want to prevent that." (6) The Oregon approach to physician-assisted euthanasia seems to leave a maximum of control in the hands of dying patients, not in the hands of physicians, and it also seems to have led to an improvement in palliative care (7) . Now I have argued for many years against the legalization of euthanasia, when euthanasia means physicians administering death to the dying (8) . I will continue to do so. But Dr. Angell's story and her reflections, as well as studies of the Oregon experience (9-11), make me wonder whether the Oregon approach deserves the strong opposition . 1 and many others have mounted against the legalization of euthanasia. I don't think it does, and yet I continue to wonder ...
...Could Prescriptions Come to Replace Communication?
Should doctors, who have not mastered the sensitive art of communication with the dying be allowed to prescribe lethal doses of medication to their patients?
This art of communication is both difficult and complex. It is difficult because the care of dying people, who are often suffering intensely, may provoke feelings of hopelessness, helplessness, failure, or demoralization within a doctor (12, 13) . It may be difficult for a doctor, when experiencing these feelings, to avoid reinforcing in patients a sense of their own helplessness and diminished self-worth. The art of communication with suffering and dying patients is also complex because the interaction between doctor and dying patient shapes and limits what each hears from and says to the other (14) . "The patient's request for euthanasia may be more than just a reflection of the patient's individual despair; it may be an indication that others have despaired of the patient or have been perceived by the patient as having experienced such despair." (15) The existence of legalized physician-assisted suicide or assisted euthanasia may also perilously simplify communication between physicians and dying patients, particularly when their conversations centre on a dying patient's request for death. Some psychiatric observers have noted that the legal availability of euthanasia as a medical option is resulting in physicians' loss of knowledge about how to deal with suicidal thoughts in the gravely ill (16) . Physician-patient conversations that would thoroughly explore the origin and meaning of the suicidal ideation, and that would also help a patient discover adaptive and coping strengths, may simply never occur.
Why, Then, Do the Dying Demand Death?
A recent study, mentioned above, found that the demand for euthanasia or for physician-assisted suicide coming from persons with HIV disease and AIDS is complex and is related to their desire to limit their experiences of loss of community and personal relationships, of disintegration, and of loss of self. This study found that, for the persons interviewed, loss of community was as important as the sense of disintegration in motivating the desire for death (17) . Although only 32 people were interviewed in this qualitative study, commentators on the study believe these patients are expressing a quite prevalent perception and fear that dying means the destruction of humanness and a final indignity (18) .
The demand for death is complex because it arises not only and not even primarily from the immediate stresses and distress, pains, discomforts, and fatigue brought on by advancing disease. That desire for death also arises from the entire encompassing social, familial, and personal context that can drive the heart, mind, and spirit of the dying person into a corner where the sense of loss of being and dignity, and of belonging fill every waking moment.
This study and its results are one more indication of the need to do some deep and hard rethinking about palliative care, and about euthanasia and physician-assisted suicide. How much good for the dying are we going to achieve if we give doctors the authority to prescribe lethal doses of medication to those who demand death, but do little effective to equip doctors with the knowledge and skills that are essential to interpret, evaluate, and respond to these demands for death in ways that match their complexity? It is indeed helpful to be reminded, as the authors of this study emphasize, that the desire for euthanasia and assisted suicide will never be eliminated unless attention is skilfully given to the broader social circumstances that drive the demand for death (19) . But this requires a close and sustained examination and critique of how palliative care and palliative medicine are now taught, organized, and delivered. It is far from obvious that any of us really know how to help dying people hold together when they sense they are falling apart, when their relationships have unravelled, and when we ourselves hardly know these dying people well and deeply enough to awaken their sense of belonging and of personal dignity. Quite clearly, the really tough tasks of palliative care begin long before and perdure long after the construction of the most coherent and brilliant arguments for or against euthanasia.
Are We Too Complacent for Real Compassion?
Although palliative medicine and palliative care have made remarkable progress over the last 30 years or so, it is still quite true, as a Lancet editorial on the Dr. Nigel Cox case observed 10 years ago, that there is a long way to go before it becomes possible to promise that no terminal state is so bad that it cannot be palliatively controlled, with dignity maintained by the coordinated administration of medications, and other forms of treatment and care (20) . Moreover, it is also true that currently effective methods of palliative medicine are so frequently neither mastered nor used by clinical teams that some patients-and who really knows how many?continue to die miserably.
So real compassion for the dying and for those who feel totally lost because they are losing everything and everyone is a mighty mission indeed. Complacency can take the place of compassion in palliative care if we manage to restrict our attention to what we are good at and to distract ourselves from facing those kinds of palliative care demands that seem to exceed the combined wits and strengths of all of us.
Compassion, Martha Nussbaum has observed, "pushes the boundaries of the self further outward than many types of love." (21) But we then have to ask if we are ready to have the boundaries of our selves pushed outward into those spaces where the dying feel forsaken; where uncertainty dominates; and where an unnameable dread seems to find no solace. If we are able to suffer with the dying in these terrifying spaces, than our compassion may become the type of love defined in the short poem of the 13 th century poet ]alal aI-DIn Mohammad Balkhi, better known as Rumi, after the name of the city where he lived. He wrote: "Love is the way messengers from the mystery tell us things." (22) 
